• There is a lack of evidence on successful interventions for reducing the rates of smoking in people living with mental illness.
What this paper adds to existing knowledge?
• A meta-synthesis of data from a number of studies to support mental health nurses to access data quickly and support the translation of findings into practice.
• Studies found staff working in mental health services expressed they did not have the confidence to adequately address smoking cessation for people living with mental illness.
• People living with mental illness would like support and encouragement support to help them achieve successful smoking cessation.
• People living with mental illness want support from mental health service staff to increase their confidence in smoking cessation rather than mainstream smoking cessation services.
What are the implications for practice?
• Existing evidence-based interventions for smoking cessation has had limited impact on the smoking rates of people living with mental illness.
• Research is needed into innovative smoking cessation interventions and the service delivery of these interventions for people living with mental illness.
• Interventions to support people living with mental illness in smoking cessation could be part of mainstream mental health service delivery.
• Opportunities for smoking cessation training for mental health service staff could be provided.
| INTRODUC TI ON
Tobacco is the largest preventable cause of morbidity and mortality around the world causing an increased risk of cancers and cardiovascular disease (Mathers & Loncar, 2006) . The rate of tobacco smoking amongst persons with mental illness is three times that of the general population (Lasser et al., 2000) , contributing to the high rates of morbidity and mortality experienced by this population. As a consequence, this exacerbates health inequalities (Ziedonis et al., 2008) for an already vulnerable group of people. The impact is no doubt far wider than health alone, as those experiencing mental illness spend as much as 30% of their monthly income on cigarettes (Steinberg, Williams, & Ziedonis, 2004) .
It is thought there are psychosocial and neurobiological factors that contribute to tobacco addiction. The mood-altering effects of nicotine that has been shown to improve cognition, decrease appetite and elevate mood are thought to be key factors in the addictive reinforcement pathways in the brain (Prochaska, 2010) . This has been found in the general population but has been found to be stronger related in people living with mental illness (Aubin, Rollema, Svensson, & Winterer, 2012) . People living with mental illness have been found to favour these mood-altering effects of nicotine more than smokers from the general population (Spring, Pingitore, & McChargue, 2003) . Tobacco however is not effective at managing moods and stress as many smokers believe it is and has been proven to increase psychotic symptoms (Morris et al., 2011) and reduce the therapeutic blood levels of a number of psychiatric medications (Zevin & Benowitz, 1999) . Tobacco addiction has also unexplainably been shown to be one of the strongest predictors of future suicidal behaviours (Breslau, Schultz, Johnson, Peterson, & Davis, 2005) .
Abstract
Introduction: People with mental illness are up to three times more likely to smoke and experience greater challenges and less success when trying to quit and therefore have higher risk of smoking-related morbidity and mortality. There is a lack of evidence on successful interventions to reduce the smoking rates in people living with serve mental illness. A meta-synthesis was undertaken to summarize the data from multiple studies to inform the development of future smoking cessation intervention studies.
Methods: MEDLINE, PsycINFO, Embase and CINAHL were searched in March 2017.
A total of 965 titles and abstracts were screened for inclusion with 29 papers reviewed in full and 15 studies that met inclusion criteria. Included studies were assessed for quality using the Critical Appraisal Skills Programme tool. Key data across studies were examined and compared, and a thematic analysis was conducted.
Results: Analysis and synthesis developed five analytical themes: environmental and social context, living with a mental health illness, health awareness, financial awareness and provision of smoking cessation support. Themes generated the interpretive construct: "Whose role is it anyway?" which highlights tensions between staff perspectives on their role and responsibilities to providing smoking cessation support and support service users would like to receive.
Relevance to mental health nursing: Routine smoking cessation training for mental health professionals and research on innovative smoking cessation interventions to support people living with mental illness are needed. The Cochrane tobacco group has not found sufficient direct evidence of existing evidence-based interventions that have beneficial effect on smoking in people living with mental illness. With this in mind, mental health professionals should be encouraged to engage in future research into the development of new interventions and consider innovative harm reduction strategies for smoking into their practice, to reduce the morbidity and mortality many people living with mental illness experience from tobacco smoking.
K E Y W O R D S
mental health, qualitative research, smoking cessation, tobacco addiction A mental health service users' risk of tobacco-related disease, financial situation, clinical presentation and overall quality of life can be significantly improved within a few years of quitting (Filia, Baker, Gurvich, Richmond, & Kulkarni, 2014) . Although antismoking campaigns and smoking cessation programmes have been successful in reducing smoking rates within the general population (Aubin et al., 2012) , the rate of successful quit attempts is much lower in disadvantaged populations including those with mental illness (Hiscock, Bauld, Amos, Fidler, & Munafò, 2012) . Tobacco control policies and smoking cessation interventions aimed at the general population have not resulted in the same quit rates for people living with mental illness (Lê Cook et al., 2014) .
A recent appraisal in 2017 (Trainor & Leavey, 2017 ) reviewed the quality of qualitative research looking at barriers and facilitators to smoking cessation amongst people with mental illness. The review focused on the quality of studies undertaken but failed to synthesize the results of the studies. Results from qualitative studies need to be synthesized to combine a broader range of participant views, using comparison and translation to build on findings and create new interpretations. This enables the results of qualitative studies to be more widely utilized and lead the qualitative research findings into the centre of evidence-based practice (Sandelowski, 2004) . Trainor and Leavey did begin to uncover some key barriers and facilitators that included health provider support and smoking to manage mental health symptoms and provide a descriptive list of these findings. This metasynthesis proves the reproducibility and verification of these findings and that these findings are true. This study also goes a step beyond listing descriptive themes to synthesizing data into analytical themes.
The findings from Trainor and Leavey were limited to predominantly individual barriers to smoking cessation. This meta-synthesis opens exploration up to reasons for smoking and the culture of smoking within the history of mental health services. Summarizing the data from across studies to help mental health nurses thinks about solutions to care.
The aim of this study was to gather data and findings from across a number of studies develop a better understanding of the perspectives of people with mental illness and those providing treatment and care. An up to date search and review of studies and a meta-synthesis were undertaken to explore the facilitators for people with mental illness to continue to smoke and the facilitators to quit smoking. A metasynthesis was undertaken to create a larger interpretive rendering of a sufficient number of qualitative studies undertaken on mental illness and tobacco smoking. This will enable results to contribute to the development of new interventions for future research leading to explicit, conscientious and judicious evidence for best practice. The search was conducted using the following keyword search terms: "Smoking," "smoking cessation," "mental health user," "consumer," "patient," "patient perspective," "staff perspective," "provider perspective," "patient," "medical staff," "mental disorders," "mental illness," "psychiatric." Boolean operators "AND" and "OR" were used to connect and define between search terms. The keyword search terms were used for all fields' title and abstract for original peer-reviewed articles published in English between January 1980 and January 2017.
| ME THODS

| Search strategy
These dates were chosen to ensure all studies included in the Trainor and Leavey appraisal that searched from 1980 to 2015 were found, plus more recent studies. Two authors VM and GDW performed parallel independent searches to avoid leaving out relevant articles. Title and abstract and full-text screening were then conducted by VM and GDW in collaboration. In addition, references of retrieved papers were searched for additional relevant papers by VM.
| Study selection criteria
The review was aimed at exploring the perspectives of mental health service users and/or staff and was interested in studies that had collected data through interview, focus group, observation or ethnographic methods. The review did not take into account studies that had only collected data via quantitative methods. Decisions regarding inclusions and exclusions were only taken by consensus of authors VM, GDW and RH.
Studies were included if they met all of the following criteria: (1) the study was published in the English language; (2) the study explored the perspective of smoking and/or smoking cessation from either people living with mental illness or people working with people living with mental illness; and (3) the study was published between 1980 and March 2017.
Studies needed to state in their inclusion criteria that participants had experienced mental illness and were over the age of 18 years old. If the study looked at professional's perspective, the study needed to report that participants had worked within a professional role with those experiencing mental illness in either an inpatient, outpatient or community setting.
| Data extraction
Data included quotes provided from interviews and focus groups and were extracted by author VM in line with thematic synthesis.
A standard extraction form was used (Munro et al., 2007) which included information on sampling methods, participant characteristics, data analysis approach and first and second constructs including author's interpretations and compiled into a data extraction table (Table 1) .
| Data synthesis
The development of descriptive themes from extracted data underwent a process of constant comparison (Glaser & Strauss, 2009 ).
Key data within and across studies were examined and compared between and within the studies allowing for regularities within the data to become apparent and emerging themes to be generated. Analytical themes were then developed by authors VM, GDW and RH using an inductive approach of building themes from empirical observations (Green & Thorogood, 2009) , and synthesis was achieved by interpreting groups of findings, regularities and emerging themes as extracted from included studies ( Table 2) .
| RE SULTS
| Selection of studies
The combined electronic searches identified 1,139 studies, 174
were excluded from the title, and 939 were excluded based on a review of title and abstract. Studies were excluded if they were not (1) written in English; (2) 
| Quality of studies
The 15 studies meeting inclusion criteria were assessed for publication quality using the Critical Appraisal Skills Programme (CASP) for qualitative research (Table 3) . CASP is a set of critical appraisal tools Full-text articles assessed for eligibility (n = 29)
Full-text articles excluded, with reasons (n = 14)
Studies included in qualitative synthesis (n = 15)
TA B L E 1 Full texts examined
Study
Country
No. participants
Setting
Demographics
Data collection
Analysis
Key themes
Davis et al. 
| Analysis
The 15 included studies all shared common themes which then were developed and interpreted into analytical themes. 1. "Environmental and social context" and 2. "Living with a mental illness" were themes developed from exploring the facilitators which supported service users to continue to smoke. 3. "Health awareness," 4. "Financial awareness" and 5. "Provision of smoking cessation support" were themes developed from exploring the facilitators to supporting service users to quit smoking: (Staff participant; Lawn & Condon, 2006) Service users and staff expressed the view that smoking helped to overcome loneliness and boredom and that smoking had often become a form of support.
| Environmental and social context
Just to have something else, something different to do. (Service user; Lucksted et al., 2000)
Staff felt past experiences of aggression and agitated behaviour from service users around cigarettes were an example of why smoking cessation was not appropriate, commenting on the escalation of a service user's behaviour and an implicit view of the service user as a risk when they did not have access to cigarettes. In turn, the lack of encouragement towards smoking cessation had led service users to feel unsupported in making attempts to quit. (Staff participant; Lawn & Condon, 2006) Staff working in secure settings felt service users had been deprived of many pleasures, and cigarettes were seen as one thing service users found pleasurable and could still have. This was reflected by service users:
Other people told me, 'Enjoy your cigarettes, it's the only thing you have…You don't really have that much in life'
(Service user; Lucksted et al., 2000) Both staff and service users felt social relationships and pressure from peers influenced uptake and the continuation of smoking. A number of the studies discussed how smoking behaviour of friends and family had a strong influence on the smoking behaviour of service users and smoking cessation would have a negative impact on important social relationships in their life.
If they [mental health service user] stop and their friends are all smoking, who do they hang out with?
(Staff participant; Morris et al., 2009) 
| Living with a mental illness
Service users reported using tobacco as a form of self-medication to ease the symptoms of their mental illness and to control emotions. There was a general perception amongst service users across included studies that smoking helped relieve stress, depression, boredom and loneliness. Service users expressed a fear that if they gave up smoking, they would lose a coping strategy.
When service users had succeeded in a time of smoking cessation, they expressed experiencing a time of stress and a decline in their mental health which led them back to smoking again.
Service users discussed being encouraged by staff to start smoking with advice that smoking would help with their symptoms of mental illness. (Staff participant; Kerr et al., 2013) Staff had concerns that looking at restricting service users' smoking whilst acutely unwell would hinder recovery and cause service users more suffering.
TA B L E 3 Quality assessment of studies
We know that somehow tobacco use helps schizophrenia or psychiatric clients to cope with their symptoms (Staff participant; Johnson et al., 2010)
Service users expressed smoking helped with the side effects of psychiatric medication and felt that psychiatric medication increased their cravings for cigarettes.
We are already nervous, we came here with depression, if you take away the cigarette we get worse.
(Service user; Marques de Oliveira & Furegato, 2014)
The human rights for the freedom to make a personal choice about whether to smoke or not were a concern for both service users and staff.
I want to keep smoking because I believe in individual freedom and even though the whole world is down on
cigarettes, I want to be able to smoke.
(Service user; Solway, 2011) Staff across studies were concerned about telling service users "what to do" and maintaining a good relationship. They did not want to seem to be imposing their own value and judgements onto service users or taking away more choices from what little they had left, especially if the service user was an inpatient.
Regardless of their physical health they prioritise their cigarettes as they need this wee crutch, don't they. It's about choices and control, it's respecting the individual.
(Staff participant; Kerr et al., 2013) Whether or not service users wanted to continue to smoke, they did like staff talking to them about smoking cessation and felt it showed staff took an interest in their health and cared about them.
It's like, the fact that someone's giving a half a shit about you, that was the biggest one. I felt accepted because
someone was actually talking to me and not judging me.
(Service user; Rae et al. 2015) Service users did not believe they could achieve smoking cessation and expressed finding it extremely hard. Service users did not see wellness and recovery as real possibilities in their lives, and many expressed this had been impacted on by failed quit attempts and the difficulty in continued cessation.
I'm not confident that I could stop. I badly need some
confidence.
(service user: Kerr et al., 2013) Staff related the lack of motivation to quit to the symptoms of the mental health disorder in which service users may experience. Kerr et al., 2013) 
I think the motivation and willpower is probably more difficult. Motivation is a big issue anyway as part of their illness. You know lack of motivation, the ability to sustain things. Even with day to day stuff, motivation is a big issue. (Staff participant;
| Facilitators to quitting
Eight of the fifth teen included studies included the perspective of service users who had successfully quit smoking and explored some of the facilitators to successful smoking cessation. Successful quit attempts had generally occurred after several unsuccessful quit attempts. Health awareness, financial awareness and the provision of smoking cessation support had contributed to the attempt to quit.
| Health awareness
Respiratory problems, heart disease or a smoking-related death of a loved one were evident in impacting the decision to attempt smoking cessation by a service user.
I started feeling pressure on my chest. I had pneumonia from smoking. (Service user; Dickerson et al., 2011) It was apparent that physical health was only a strong motivator to quit once the service user had experienced a physical health problem. Service users who did not yet have physical health problems were more apathetic about the connection. (Service user; Rae et al., 2015) 
[Quitting] would help my health but I mean I don't have to worry about it too much. Okay because I mean its foregone conclusion that I am going to get F-king emphysema or bronchitis
| Financial awareness
The cost of cigarettes was found to be a motivator to successful quitting within studies including studies looking at service users of different ethnic origins.
I think that financial issues can be a motivator for a few.
From past experience we had someone who saved $900 once she stopped. She could see all the money adding up, which she found really good.
(Staff participant; Kerr et al., 2013) 
| Provision of smoking cessation support
Included studies found service users act on the information they have, which is often very little. Smoking cessation advice from professionals was found as a reason some service users quit and when given sufficient information on smoking, service users made the choice to look at their smoking. Service users often had misconceptions about nicotine replacement therapy or were not routinely offered it and they would have liked education about NRT from staff.
Staff however felt they did not have the knowledge to provide smoking cessation information or how to provide nicotine replacement therapy nor was it their role to do so. Johnson et al., 2010) 
| Interpretive construct
The descriptive and analytical themes identified by the qualitative studies illustrate a tension between the perspectives of staff and service users about whose role smoking cessation support is. Staff felt it was not their role to support service users in smoking cessation, but interestingly, support and advice from staff were seen as a key facilitator to quitting by service users leading to the construct "Whose role is anyway?" Whose role is it to provide smoking cessation support? Who is best placed to provide smoking cessation support to people living with mental illness? There has been some key work around the similar needs of physical health care for people with mental illness and the incorporation of service provision in mental healthcare settings (Mwebe, 2017) . A survey conducted with mental health nurses and general nurses in England (McNally et al., 2006) found less favourable attitudes towards providing smoking cessation provision from mental health nurses.
Further studies have found that mental health nurses recognize that physical health screening and health promotion activities are inadequate in mental health services (Hyland, Judd, Davidson, Jolley, & Hocking, 2003) and that this gap in practice relates to staff shortages and lack of training and confusion around roles (Robson & Gray, 2007) . Staff perspectives from the studies in this review conveyed that there was little knowledge on the impact tobacco addiction had on mental health or of the positive impacts smoking cessation could have on a service user's recovery from mental illness. Staff expressed this restricted support on smoking cessation they were able to provide.
| D ISCUSS I ON
The objectives of this study were to review and create a synthesis of the qualitative literature on the perspectives of smoking and smoking cessation from people living with mental illness and mental health service staff. To conduct a meta-synthesis of findings to explore the facilitators to supporting mental health service users to quit and what the facilitators were to continue to smoke.
The comprehensive search identified 15 studies relevant to this
review. An earlier review conducted in 2016 (Trainor & Leavey, 2017) had identified 11 studies, and all but one are included in the study reported here. The one study was excluded due to looking at the perspectives of family members not people with mental illness or mental health service staff. This study also found facilitators to smoking around the environmental and social context. Consequently, the study here is the first to report on the synthesis of results from qualitative studies to explore and understand the phenomena of tobacco addiction and smoking cessation for people living with mental illness.
This meta-synthesis provides a unique deeper interrogation and analysis of the qualitative data and provides findings that can influence policy and practice change which is vitally important if better service provision to reduce the disparity in care and mortality is to be achieved. People living with mental illness and mental health service staff hold an array of perspectives on smoking that centre around environmental, social factors and the symptoms of mental illness. What this meta-synthesis adds primarily to the current discourse is that the combined overall impact of smoking and the difficulty of quitting in persons with mental illness have been impacted by the tension of different perspectives between service users and staff around the roles and responsibilities of smoking cessation support.
This study extends previous reviews of the literature through its extended time frame and its meta-synthesis of results.
Nevertheless limitations must be acknowledged to this metasynthesis: studies published before 1980 were deemed out of date and excluded; however, the accounts of smoking and smoking cessation from studies previous to 1980 may have still added important data to capture the phenomenon of smoking and mental health (Jones, 2004) . This meta-synthesis was also restricted to published literature, failing to address the area of grey literature which may have affected the ability to fully reflect existing evidence (Conn, Valentine, Cooper, & Rantz, 2003) and created publication bias (Bondas & Hall, 2007) .
A vital barrier to be overcome whether smoking cessation interventions are to be successfully implemented in mental health services is the lack of knowledge or confidence of mental health service staff. Smoking cessation training is not routinely offered to mental health professionals even though a large amount of rigorous research has found training of health professionals in smoking cessation to be effective (Carson et al., 2012) . It has been suggested that training as part of a systems change approach including reorientation of environments and consistent enforcement of smoke-free policy would integrate the standardization of smoking cessation support to mental health service users (Fiore, Keller, & Curry, 2007) . A policy directive from this study would be the focus on the implementation of routine training on tobacco addiction and smoking cessation for mental health professionals.
Across papers within this study, there was identification of people living with mental illness who did not have a desire to quit.
Consequently, previous approaches to smoking cessation would have limited impact overall. An alternative approach to be incorporated into smoking cessation policies considers that of "harm reduction." Harm reduction has been shown to be a promising policy option to tackle health inequalities in those from vulnerable populations, including people living with mental illness who are heavily addicted to nicotine with no interest in quitting (Shiffman et al., 2007) . Research has shown when mental health service users were given harm reduction advice rather than advised to quit, 67% of participants who were not interested in quitting considered treatment (Bittoun, Barone, Mendelsohn, Elcombe, & Glozier, 2014) , which may ultimately lead them to go on and try to abstain from nicotine in the future. Harm reduction works on the principle of reducing the harm of cigarettes through the substitution of nicotine with such products as nicotine replacement therapy (Emma et al., 2013) . Smokers can use nicotine replacement therapy and continue to smoke to gradually reduce cigarette consumption whilst lessoning initial anxiety associated with quitting (Stead & Lancaster, 2007) . What this study has found is that service users want support from mental health professionals around tobacco addiction, but mental health professionals express a need for routine training to gain the knowledge and confidence to provide information, education and intervention. A recent survey of Australian mental health professionals found that over half of mental health professionals have still not received any training in smoking cessation which subsequently has led to only a third of mental health professional delivering cessation assistance to service users (Sharma, Meurk, Bell, Ford, & Gartner, 2017) . Additionally, smoking cessation assistance provided by professionals who have undergone smoking cessation training has been associated with better abstinence rates than when provided by untrained professionals (Carson et al., 2012) .
Further research is needed on innovative smoking cessation interventions for this population group and health service research into how to incorporate this into routine care. Future policy directive could focus on the implementation of routine smoking cessation training which includes tobacco harm reduction strategies. 
| IMPLI C ATI ON S FOR PR AC TI CE
